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Abstract
Studies have shown that many women worldwide experience mistreatment during preg-
nancy and childbirth. However, there are few quantitative estimates of the prevalence 
of mistreatment of women during facility-based childbirth in many developing coun-
tries including Ghana. Based on a cross-sectional retrospective survey of 253 randomly 
selected women who gave birth between November 2017 and April 2018 in a second-tier 
referral hospital in Ghana, this study examines mistreatment of women by midwives 
during childbirth and associated factors. Bivariate and logistic regression analyses were 
performed at 95% confidence level and p < 0.05. Results show that 83% of women were 
mistreated. Manifestations of mistreatments included detention for non-payment of 
bills (43.1%), non-confidential care (39.5%), abandonment (30.8%), verbal abuse (25.3%), 
discrimination (21.3%), physical abuse (14.2%) and non-consented care (13.3%). Factors 
that significantly independently predicted mistreatment after potential confounders 
were controlled for were being HIV positive (aOR: 0.11; 95% CI = 0.022–0.608; p = 0.011), 
being attended by a midwife rather than an obstetrician/gyneacologist (aOR: 0.07; 95%  
CI = 0.018–0.279; p < 0.01), and a woman’s husband earning lower monthly income. There 
is need for interventions to train midwives and other maternity care service providers in 
patient-centered care and interpersonal communication so as to minimize mistreatment 
of women during childbirth.
Keywords: mistreatment, pregnancy and childbirth, respectful maternal care, 
midwives, Ghana
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1. Introduction
Worldwide, a growing body of research suggests that, many women experience poor treat-
ment during childbirth [1–4]. While the WHO [5] continues to emphasise that every woman 
has the right to the highest attainable standard of health, which includes the right to dignified 
and respectful healthcare, many women are reported to experience disrespectful and abusive 
treatment during pregnancy and childbirth in health facilities worldwide [1–4]. Such mis-
treatment includes physical abuse, non-consented care, non-confidential care, non-dignified 
care including verbal abuse, discrimination based on specific attributes, abandonment of care 
and detention in health facilities [1–4].
Mistreatment of women in health facilities during childbirth is particularly worse in 
many low-income countries in Africa [6, 7]. For instance, a recent study showed that the 
prevalence of any form of mistreatment in an exit survey among a sample of 641 women 
who recently delivered in healthcare facilities in Kenya was 20% [8]. Another study 
revealed that 15% of women who delivered in a referral hospital in Tanzania reported 
experiencing one or more forms of abusive and disrespectful care, and this proportion 
reached to 78% among women who delivered in healthcare facilities in Ethiopia [2]. A 
systematic review also mentions in southeastern Nigeria that mistreatment of women 
in a teaching hospital was almost universal such that all of the women reported at least 
one kind of mistreatment during childbirth [9]. Women commonly reported physical 
abuse (35.7%), including being “restrained or tied down during labour” (17.3%) and 
being “beaten, slapped, or pinched” (7.2%); while being “sexually abused by a health 
worker” was reported by 2.0% of the women [9]. Similarly, a qualitative study exploring 
mistreatment of women in rural Tanzania estimated that 19.5% of women who reported 
experiencing any form of mistreatment during childbirth in the facility increased to 28.2% 
during a follow up survey of same women within 5–10 weeks postpartum [10]. Some 
18.9% of the women reported receiving non-dignified care; 13.8% reported being abused 
verbally; 15.5% reported being neglected; and 5.1% reported being abused physically 
[10]. In Ghana, previous qualitative research has also documented that mistreatment dur-
ing facility-based delivery is a salient issue, that sometimes prevent women from seeking 
skilled birth services [4, 11, 12].
Given the potential for mistreatment during childbirth to undermine future use of skilled 
birth services in health facilities, the WHO [5] has called for greater research, action, advo-
cacy and dialogue on this important public health issue, in order to ensure safe, timely, and 
respectful care during childbirth for all women. Likewise, respectful care is a key component 
of both the mother-baby friendly birth facility initiative currently being implemented in many 
low-income settings, and the WHO’s vision for quality of care for childbearing women and 
newborns [5]. To date, however, there have been few quantitative estimates of the prevalence 
of mistreatment of women during facility-based childbirth in Ghana and the determinants of 
such mistreatment [4, 13]. This knowledge gap could potentially hamper efforts to ensure that 
all women receive respectful and dignified care during pregnancy and childbirth in Ghana. 
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The study reported in this chapter was therefore undertaken to respond to the WHO’s call 
for greater research on the topic of mistreatment of women during childbirth. Specifically, the 
objective was to determine the prevalence and forms of mistreatment of women by midwives 
during childbirth and associated factors. Results, which are presented and discussed below, 
suggest that mistreatment of childbearing women in health facilities is indeed an impor-
tant issue in contemporary midwifery and nursing care in Ghana that needs to be urgently 
addressed.
The rest of the chapter proceeds as follows. The empirical research methods are next described. 
Results are then presented, followed by a discussion of the results. The final section concludes 
with some recommendations.
2. Materials and methods
2.1. Study design
A health facility-based retrospective cross-sectional quantitative survey was conducted. 
Validated survey questionnaires were used to collect data to estimate the prevalence of 
mistreatments women received during their most recent childbirth, and also determine the 
association between various exposure variables and the outcome of interest—mistreatment.
2.2. Study setting
Empirical research was conducted in Ghana, a low-income country in West Africa. Ghana is 
one of the countries in Africa where maternal mortality remains a challenge. For instance, out 
of 5247 deaths among women aged 15–49 in 2014, 12.1% (634) were pregnancy-related [4]. 
Low levels of health facility delivery are partly responsible for this relatively high number of 
maternal deaths [11, 12]. Recent data suggest that out of 794,000 live births annually in Ghana, 
only 76% are attended by skilled professionals [14]. Despite the fact that the Government 
of Ghana has implemented initiatives to increase facility-based delivery, including making 
antenatal care and skilled delivery free [15], giving special attention to pregnant women to 
easily complete the processes of the National Health Insurance Scheme (NHIS) registration 
and waiving enrolment fees into the NHIS, as well as scaling up safe motherhood and child 
survival interventions [16], many women in Ghana still give birth outside health facilities 
without skilled care [14]. Recent studies have suggested poor quality of maternal healthcare 
services and mistreatment of women as key reasons why some women in Ghana do not 
deliver in health facilities [4, 11, 12].
Within Ghana, empirical data collection took place in the Tema General Hospital in the Tema 
Metropolis of the Greater Accra region. The population of the Tema Metropolis, according 
to the 2010 Population and Housing Census, is 292,773, representing 7.3% of the region’s 
total population [17]. Females represent 52.2% of the total population of the metropolis. Also, 
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nearly all of the population in the metropolis lives in urban localities [17]. The Metropolis has 
five government health facilities, 58 private health facilities, four quasi-government facilities 
and 32 community-based health planning and services (CHPS) zones [18]. The Tema General 
Hospital serves as the main referral Hospital in the Metropolis with regard to maternal 
healthcare for both private and public health facilities [18]. This is the main reason why it 
was chosen for this study. The maternity block of the Hospital has a total of 294-bed capacity 
[18]. The facility recorded 7000 deliveries in the year 2016, of which 2035 were deliveries by 
caesarean section and 41 maternal deaths [18].
2.3. Study population
The study’s population comprised all women who had given birth at the Tema General 
Hospital between November 2017 and April, 2018. However, women who had compli-
cated births as well as women who had stillbirths were excluded. We excluded these cat-
egories of women because complicated or stillbirths may typically require additionally 
invasive interventions which could unduly affect women’s judgement about mistreatment. 
Besides, women who go through complicated birth or stillbirth may experience physical 
and emotional stress, which could also affect their judgement about mistreatment during 
childbirth.
2.4. Sample size estimation
A minimum sample size of 230 was first estimated using Cochran’s statistical formula for cross-
sectional studies [19]. The sample size estimation was based on the following assumptions:
1. Confidence level was set at 95%.
2. Prevalence of mistreatment of women in the sample was assumed to be 20%. This assump-
tion was based on a recent study in Kenya which found overall prevalence of mistreatment 
to be 20% [8].
3. Margin of error (5% = 0.05).
The minimum sample size of 230 was adjusted upward by 10% to cater for possible incom-
pleteness of data. Thus, the final sample size for the study was 253.
2.5. Sampling procedure
A simple random sampling method was used to select the 253 respondents. To ensure that each 
qualified potential respondent in the sampling frame had equal chance of being included in 
the study, the register of all women who had given birth in the facility between November 2017 
and April, 2018 and were attending child welfare clinic (CWC) at the Tema General Hospital 
was obtained from the senior nursing officer of the maternity unit. Using the inclusion and 
exclusion criteria outlined above, the names of all women who had live and  uncomplicated 
births were compiled in excel spreadsheet. In all, a total of 2357 potentially qualified women 
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were identified. Each of the 2357 women was then given a unique number, starting from 0001 
to the last woman on the list i.e. 2357. The numbered list was then exported into a Google-
based random number generator software and the 253 respondents were randomly selected. 
Following this selection, a visit was made to the CWC of the Tema General Hospital to meet 
each selected woman on the day she was scheduled to attend the CWC. During this meeting, 
we explained the purpose of the study to selected women as well as how they were selected. 
The women were then given time (2 weeks) to decide their participation. After the 2 weeks, 
each woman was contacted via telephone. Where the decision was in favour of participa-
tion, a date and interview venue were agreed upon between the authors and each woman. 
Most women agreed to do the interview during their next visit to the CWC, which happened 
between May and July 2018. However, for any selected woman who did not come to the CWC 
in the course of the study (there were 3 such cases) or opted not to take part in the study (there 
were 4 such cases), such women were replaced by repeating the random selection process on 
the remainder of the women not selected in previous round/s of random selection.
2.6. Data collection methods and instruments
Data was collected through face-to-face survey from May to July, 2018. A structured, closed-
ended questionnaire was designed for the data collection. The questionnaire focused on 
collecting information on a number of issues including socio-demographic characteristics, 
reproductive and maternal health history, and experiences of mistreatment during childbirth. 
We adopted and adapted several validated questions from previous researchers [1–3, 8, 20, 21], 
based on Bowser and Hill’s [22] typology of mistreatment. Our operational definitions of the 
specific components of mistreatment we were interested in are summarised in Table 1. The 
questionnaires were in English, but were asked in English and three other local dialects (Ga, Twi, 
and Ewe) depending on which one a respondent was fluent in. The second author who collected 
the data speaks all three local dialects fluently.
Category of mistreatment Example
Physical abuse Hitting, roughly forcing legs apart for delivery
Non-consented care No informed consent for procedures, such as when provider elects to 
perform unnecessary episiotomy
Non-confidential care No privacy (spatial, visual, or auditory)
Non-dignified care Humiliation by shouting, blaming, or degrading
Discrimination based on specific patient 
attributes
HIV status, ethnicity, age, marital status, language, economic status, 
educational level, etc.
Abandonment of care Facility closed despite being 24/7, or if open, no staff can or do attend 
delivery
Detention in facilities Not releasing mother until bill is paid
Table 1. Type and definition of mistreatment.
Mistreatment of Women in Health Facilities by Midwives during Childbirth in Ghana: Prevalence…
http://dx.doi.org/10.5772/intechopen.82432
69
2.7. Pre-test and quality assurance
The questionnaires were pre-tested in the CWC of another public health facility in the Tema 
Metropolis using 20 randomly selected mothers who gave birth between November 2017 and 
April 2018. The pretest enabled ambiguities in the wording of some questions to be corrected. 
The pretest also enabled us estimate the average time required to complete each question-
naire. In addition to the pretesting, other quality assurance measures were implemented. 
Data collected by the second author were checked every day by the first author to ensure 
accuracy and completeness. Errors that were detected were discussed and where needed, 
follow up interviews were made to correct any such errors.
2.8. Data processing and analysis
2.8.1. Data entry and processing
The completed questionnaires were hand-coded and entered into Microsoft Excel. The data 
were then exported to Stata 15 version software for further cleaning. Cleaning of the data 
was done by running frequencies on each variable. This checked inconsistently coded data. 
Inconsistently coded data were double checked with raw data from the questionnaire, and all 
inconsistencies and errors were resolved.
2.8.2. Variables
The dependent variable in this study is mistreatment of women during childbirth. 
Mistreatment was defined as specific behaviours of providers, which are related to any of 
the seven categories of mistreatment listed in Table 1, and expressed towards mothers in 
ways that are disrespectful or humiliating [23]. Questions on mistreatments were measured 
as dichotomous, such that any respondent who reported experiencing any of the seven cat-
egories of mistreatment in Table 1 was considered mistreated.
A number of independent variables expected to influence mistreatment were also measured. 
These included socio-demographic characteristics such as age, marital status, income level, edu-
cational level and religion. Other maternal and health system factors included mode of deliv-
ery, type of birth attendant, HIV status and antenatal care (ANC) attendance during pregnancy.
2.8.3. Statistical analysis
Descriptive statistical analysis (frequency, mean and standard deviation) was performed to 
describe important characteristics of respondents as well as estimate prevalence and forms 
of mistreatment women received during childbirth. Bivariate and logistic regression analy-
ses were then performed to examine factors associated with mistreatment of women during 
childbirth. Statistical significance was considered at 95% confidence level and a p < 0.05.
2.9. Ethical issues
Ethical approval was sought and obtained from the Ghana Health Service Ethical Review 
Committee. In addition, administrative consent and approval to conduct the study in the 
hospital was sought and obtained from the director of medical services of the Tema General 
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Hospital. Participation in the study was entirely voluntary, and this was communicated to all 
selected respondents. Before interviews were conducted, each participant signed or thumb 
printed an informed consent form to confirm their voluntary consent to participate in the 
study. However, respondents were told that they could withdraw consent and discontinue 
their participation in the study without any adverse consequences. Also, as some aspects of 
the mistreatment some women received were emotionally traumatising for them to recount 
during our study, we ensured that all such women were referred to a clinical psychologist 
based at the same health facility for counselling. However, this process was entirely volun-
tary, and no woman was referred if she did not want to see the psychologist. In addition, 
interviews were conducted in a private room where maximum anonymity and confidentiality 
were ensured. No direct compensation or benefits were paid to respondents. However, each 
respondent received age and sex-appropriate toy for their baby worth only GHȻ5 ($1).
3. Results
3.1. Socio-demographic characteristics of respondents
Questionnaires were successfully completed for all the 253 respondents. Table 2 shows the 
background characteristics of respondents. The mean age was 28.1 years (SD = ± 6.0). The 
majority (34.4%) were aged 24–29 years. The majority (32.4%) also attained secondary school 
education, while only 9.9% had no formal education. Also, 69.6% were heterosexually mar-
ried, and most marriages (65.7%) were monogamous. Christians were in the majority (87.4%). 
In terms of parity, majority (86.2%) of the respondents had between 1 and 3 children.
Characteristics Frequency Percent (%)
Age
15–19 13 5.15
20–24 63 24.90
25–29 87 34.39
30–34 49 19.37
35–39 26 10.28
40–44 15 5.93
Level of education
No formal education 25 9.88
Primary 36 14.23
JHS 81 32.02
Secondary 82 32.41
Tertiary 29 11.46
Marital status
Married 176 69.57
Separated 14 5.53
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Characteristics Frequency Percent (%)
Co-habiting 28 11.07
Single 35 13.83
Type of marriage
Monogamous 134 65.69
Polygamous 70 34.31
Religious affiliation
Christianity 221 87.35
Islamic 29 11.46
Traditional 3 1.19
Residence
Urban 241 95.26
Rural 12 4.74
Ethnicity
Ga 54 21.43
Twi 56 22.22
Fante 36 14.29
Ewe 47 18.65
Others 59 23.41
Occupation
Trading 100 39.53
Housewife 53 20.95
Seamstress 28 11.07
Hairdresser 23 9.09
Civil servants 25 9.88
Others 24 9.49
Monthly income (GHȻ)
No salary 57 22.53
<GHc500 165 65.22
GHc500–1000 22 8.70
>GHc1000 9 3.56
Parity
1–3 children 218 86.17
4–7 children 35 13.83
Dependents
1–3 dependants 169 85.79
Selected Topics in Midwifery Care72
Characteristics Frequency Percent (%)
4–7 dependants 28 14.21
Husbands’ level of education
No formal education 17 6.85
Primary 17 6.86
JHS 62 25.00
Secondary 99 39.92
Tertiary 53 21.37
Husband’s occupation
None 21 8.30
Trading 49 19.37
Civil servant 39 15.42
Farmer 16 6.32
Others 128 50.59
Husband’s monthly income (GHȻ)
100–500 111 50.45
500–1000 77 35.00
1000–1500 21 9.55
2000–2500 11 5.00
Table 2. Socio-demographic characteristics.
Figure 1. Prevalence of mistreatment.
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3.2. Prevalence of mistreatment
Figure 1 summarises the prevalence of mistreatment among the women surveyed. The overall 
prevalence of mistreatment was 83.0%. This included those who suffered at least one form of 
mistreatment in the facility during their most recent childbirth. The most common form of 
mistreatment was detention for long hours for non-payment of medical bills (43.1%), followed 
by non-confidential care (39.5%), abandonment (30.8%), verbal abuse (25.3%), discrimination 
(21.3%) and physical abuse (14.2%) (see Table 3).
Table 3. Types of mistreatment women received.
Table 4. Multiple experiences of mistreatments.
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Characteristics Mistreated
Yes No Chi-square
P-value
Age
15–19 7(58.33) 5(41.67) 0.046*
20–24 58(92.06) 5(7.94)
25–29 74(85.06) 13(14.94)
30–34 36(73.47) 13(26.53)
35–39 19(73.08) 7(26.92)
40–44 10(66.67) 5(33.33)
Marital status
Married 140(79.55) 36(20.45) 0.205
Separated 9(64.29) 5(35.71)
Co-habiting 20(74.43) 8(28.57)
Single 30(85.71) 5(14.29)
Type of marriage
Monogamous 105(78.36) 29(21.64) 0.072
Polygamous 62 (88.57) 8(11.43)
Level of education
No formal education 20(80.00) 5(20.00) 0.048*
Primary 72(88.89) 9(11.11)
JHS 30(83.33) 6(16.67)
Secondary 65(79.27) 17(20.73)
Tertiary 19(65.52) 10(34.48)
Residence
Urban 198(82.16) 43(17.84) 0.228
Rural 7(58.33) 5(41.67)
Religious affiliation
Christianity 181(81.10) 40(18.10) 0.677
Islamic 22 (75.86) 7(24.14)
Traditional 6(54.55.00) 5(45.45)
Occupation
Trading 85(85.00) 15(17.0) 0.384
Housewife 46(86.79) 7(13.21)
Seamstress 22(78.57) 6(21.43)
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Characteristics Mistreated
Yes No Chi-square
P-value
Hairdresser 17(73.91) 6(26.09)
Civil servants 17(68.00) 8(32.00)
Others 18(75.00) 6(25.00)
Monthly income (GHȻ)
No salary 51(89.47) 6(10.53) 0.045*
<GHc500 138(83.64) 27(16.36)
GHc500–1000 16(72.73) 6(27.27)
>GHc1000 6(54.55) 5(45.45)
Ethnicity
Ga 44(81.48) 10(18.52) 0.849
Twi 46(82.14) 10(17.86)
Fante 29(80.56) 7(19.44)
Ewe 39(82.98) 8(17.02)
Others 52(88.14) 7(11.86)
Parity
1–3 children 180(82.57) 38(17.43) 0.646
4–7 children 30(85.71) 5(14.29)
Dependents
1–3 dependants 138(81.66) 31(18.34) 0.425
4–7 dependants 21(75.00) 7(25.00)
Husbands’ level of education
No formal education 11(64.71) 6(35.29) 0.056
Primary 11(64.71) 6(35.29)
JHS 57(91.94) 5(8.06)
Secondary 77(77.47) 22(22.22)
Tertiary 40(75.47) 13(24.53)
Husband’s occupation
None 14(66.67). 7(33.33) 0.151
Trading 43(87.76) 6(12.24)
Civil servant 30(76.92) 9(23.08)
Farmer 10(62.50) 6(37.50)
Others 103(80.47) 25(19.53)
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Characteristics Mistreated
Yes No Chi-square
P-value
Husband’s monthly income (GHȻ)
100–500 97(87.39) 14(12.61) 0.002*
500–1000 64(83.12) 13(16.88)
1000–1500 12(57.14) 9(42.86)
2000–2500 6(54.55) 5(45.45)
Table 5. Socio-demographic factors associated with mistreatments (bivariate analyses). *p < 0.05
Characteristics Mistreated
Yes No Chi-square
P-value
ANC attendance
Yes 201(84.10) 38(15.90) 1.000
No 9(62.29) 5(35.71)
Age of the baby (n = 200)
1–3 months and below 120(85.71) 20(14.29) 0.201
4–6 months 90(79.65) 23(20.35)
Mode of delivery
Vaginal delivery 141(85.98) 23(14.02) 0.088
Caesarean section 69(77.53) 20(22.47)
Birth attendant
Obstetrician/gyneacologist 64(77.11) 19(22.89) 0.000*
Midwife 146(85.88) 24(14.12)
HIV status
Negative 151(95.32) 9(4.68) 0.009*
Positive 73(78.49) 20(21.51)
Had episiotomy
Yes 193(83.55) 38(16.45) 1.000
No 6(54.55) 5(45.45)
Had a bed
Yes 202(84.17) 38(15.83) 0.220
No 8(61.54) 5(38.46)
Table 6. Maternal and health system factors associated with mistreatment (bivariate analyses). *p < 0.05
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As shown in Table 4, many women experienced multiple forms of mistreatment during their 
most recent health facility delivery. The majority of women (25.7%) suffered from two types 
of mistreatment; 17.4% suffered three types of mistreatment; 11.1% suffered four different 
types of mistreatment; and 5.5% suffered five types of mistreatment. Only 0.8% of the women 
suffered six types of mistreatment, with no respondent reporting suffering all the seven types 
of mistreatment studied.
3.3. Factors associated with mistreatment
Table 5 presents information on bivariate analysis investigating the association between 
socio-demographic factors and mistreatment based on chi-square test of independence. 
Age of mother (p = 0.046), mother’s level of education (p = 0.048), mother’s monthly income 
(p = 0.045), and husband’s monthly income (p = 0.002) were statistically significantly associ-
ated with mistreatment of women during their most recent childbirth in the Tema General 
Hospital. In addition to the socio-demographic factors, other maternal and health system fac-
tors were assessed. The results are shown in Table 6. A woman’s HIV status (p = 0.009), as 
well as type of birth attendant during childbirth (p < 0.01) were statistically associated with 
mistreatment.
In total, six (6) factors showed statistical association with mistreatment at the bivariate level. 
These were pulled into a logistic regression model in a second round of analysis. A simple 
logistic regression analyses model, followed by a multiple logistic regression analyses model, 
were then performed on the six variables. The results are shown in Table 7. After adjusting 
Table 7. Predictors of mistreatment during childbirth (logistic regression analysis). *p < 0.05
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for potential confounders, husband’s income, HIV status and type of birth attendant during 
childbirth independently predicted mistreatment. Specifically, the odds of being mistreated 
were significantly lower for HIV negative women compared to HIV positive women (cOR: 
0.22; 95% CI = 0.065–0.746; p = 0.015). This relationship was still statistically significant after 
potential confounders were adjusted for (aOR: 0.11; 95% CI = 0.022–0.608; p = 0.011). Women 
whose births were attended by obstetricians/gyneacologists were also significantly less likely 
to report mistreatment compared to those whose birth were attended by midwives (cOR: 0.09; 
95% CI = 0.026–0.291; p < 0.01). This relationship was still strongly statistically significant after 
other factors were adjusted for (aOR: 0.07; 95% CI = 0.018–0.279; p < 0.01). Also, as a woman’s 
husband’s monthly income increases, the odds of the woman reporting mistreatment reduces, 
although the relationship was generally very weak.
4. Discussion
This study is among the first in Ghana to quantitatively estimate the prevalence of mistreat-
ment of women during health facility-based childbirth and associated factors. Findings 
suggest that, the overall prevalence of mistreatment of women during their most recent child-
birth in the Tema General Hospital was high (83%), with most of the mothers experiencing 
detention (43.1%) due to lack of fee payment, non-confidential care (39.5%), neglect/aban-
donment (31.8%), verbal abuse (25.3%), discrimination (21.3%), physical abuse (14.2%), and 
non-consented care (13.3%). Many women also experienced multiple forms of mistreatment. 
The main factors that significantly predicted mistreatment were being HIV positive, being 
attended by a midwife rather than an obstetrician/gyneacologist, and a woman’s husband 
earning lower monthly income.
A number of our findings above deserves further commentary. Compared to other previous 
studies in Africa [8, 9], the 83% prevalence of mistreatment in this study is relatively high. It 
is however not surprising as evidence from a recent systematic review suggests that mistreat-
ment is increasing in many low-income settings especially in urban areas [13]. With increasing 
population in many urban areas in SSA amid declining human and financial resources for 
health as well as deteriorating health infrastructure, there are suggestions that congestion 
in maternity wards, under-staffing, and over working of health staff, may be compromising 
quality of maternity care, including mistreatment of women during childbirth [21, 24–26]. It is 
also possible that mistreatment may not be increasing per se; just that many urban women are 
becoming increasingly aware of their rights as patients partly because of improvements in for-
mal education. This is more likely in the present study given that the majority of women had 
some formal education. Be that as it may, the relatively high prevalence of mistreatment in 
this study is a cause for concern. Mistreatment of women in health facilities during childbirth 
does not only violate the rights of women to respectful care, but can also threaten women’s 
rights to life, health, bodily integrity, and freedom from institutional violence [5]. Thus, not 
only is mistreatment a public health issue but it also becomes a human rights and an equity 
issue [10]. As a number of studies have shown, women who experience mistreatment from 
midwives or other maternity care providers in a health facility setting are often less likely 
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to go to a health facility again in subsequent childbirth [4, 11, 12]. This suggests a need for 
interventions to raise awareness among maternity care providers about the potential adverse 
effect mistreatment of women could have on utilisation of skilled birth services in the future, 
and the need to treat women with respect and dignity during childbirth.
This study also indicated that 43% of women who were detained after delivery were as a 
result of non-payment of medical bills. This is an important factor especially in SSA where 
women are not as economically empowered as men, and one would therefore expect to find 
many women with very low monthly income. This seems to be the case in this study where 
women appeared to earn far lower monthly incomes than their husbands, and where hus-
bands’ monthly income was a significant determinant of mistreatment. Indeed, in an Ethiopian 
study, women with higher monthly incomes were less likely to experience mistreatment as 
compared to those with a lower monthly income [7]. In countries that still have a user-fee sys-
tem, poor women may be detained in hospitals after delivery for failure to pay the required 
bills. A recent study in Ghana indicated that 22% of the women in the sample were detained 
in health facilities after delivery for nonpayment of fees [9]. Our finding in relation to the 
relatively high detention rate of women after birth is however surprising given that Ghana 
has since 2005 implemented a user-fee exemption policy for skilled delivery services. It could 
be the case that there are other informal charges not covered under the user-fee exemption 
policy. This is more likely given that previous research in Ghana has reported the existence of 
informal charges in many health facilities despite the existence of the NHIS and the user-fee 
exemption policy for delivery services. Our findings here would suggest a need to relook at 
the user-fee exemption policy for maternal healthcare services to ensure that services are truly 
free for women. Also, ensuring timely enrolment of all pregnant women on the NHIS through 
the user-fee exemption policy could lessen the financial burden mothers and families may go 
through during childbirth.
Again, non-consented care (no informed consent before procedures), non-confidential care, 
performing vaginal examination in the presence of other people, including patients, as well as 
disclosure of medical history without consent were other forms of mistreatment mothers went 
through during delivery. These findings could be due to under-staffing, lack of resources and 
smaller size of the labour ward and delivery rooms in the hospital. The findings here imply 
that, expanding the staffing numbers and labour ward and partitioning the rooms with low-
cost curtains may have a great bearing on ensuring privacy and respectful maternity care.
Another important finding relates to the fact that women who were HIV positive were more 
likely to report being mistreated compared to those who were HIV negative. This is not so 
surprising given that HIV/AIDS is still largely a highly moralising and stigmatising disease 
in many contexts in Africa. Our result here however does suggest a need for maternity care 
providers to be less judgmental and discriminatory when dealing with HIV positive mothers. 
Rather, compassionate and dignified care needs to be emphasised in the care delivery process.
Finally, women whose births were attended by obstetricians/gyneacologists were also sig-
nificantly less likely to report mistreatment compared to those whose births were attended 
by midwives. Given that majority of births in this study, and indeed in most parts of Ghana 
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and SSA are attended by midwives, our finding here is very concerning. Lack of cultural 
competency, limited training on patient-centred care as well as low staffing numbers and 
work overload among midwives are possible factors that could contribute to midwives inad-
vertently mistreating women during childbirth. This would again suggest a need to further 
strengthen the core training curriculum of midwives to emphasise patient-centred care and 
interpersonal communication and relationships in addition to increasing the staffing numbers 
and expanding infrastructure to enhance the interaction between midwives and women dur-
ing childbirth. Regular on-the-job training of midwives to improve the cultural competency 
skills alongside improved supervision and greater accountability in the labour wards could 
all help lessen mistreatment.
Although findings from this study would provide useful information that could guide policy 
and practice to reduce mistreatment of women in health facilities during childbirth, the study 
has some limitations. A major limitation is the cross-sectional retrospective survey design 
that was used, which did not offer opportunities for observational and longitudinal analysis 
to be done. Observing the interactions between women and maternity care givers would 
particularly have provided important nuances and as well introduce validation mechanisms 
into the data collection process. Also, there could be recall bias as respondents were made 
to recall events that happened in the past 6 months prior to this study. These limitations 
aside, we believe important lessons could be learnt from our study. Also, our findings could 
form the basis for a large-scale, more elaborate study using both qualitative and quantita-
tive methods along with health facility audits, to determine the scale of mistreatment of 
women during childbirth in both urban and rural health facility contexts, and the drivers of 
mistreatment.
5. Conclusion
This study aimed to examine the prevalence of mistreatment of women during childbirth in 
health facilities in Ghana, and the factors associated with such mistreatment. Results revealed 
the prevalence (83%) of mistreatment of women during childbirth in the Tema General 
Hospital to be high. The specific types of mistreatments varied from woman to woman, but 
the most prevalent forms were detention, physical mistreatment (hitting, slapping, pinching, 
legs held and forced apart), and verbal abuse (shouted at, insulted, and reprimanded). A 
number of factors have been identified to be statistically related to mistreatment, including 
husbands’ monthly income, being HIV positive, and being attended in childbirth by a mid-
wife as against an obstetrician/gynaecologist.
Taken together, the results and discussions in this study add to a growing body of evidence 
across Africa including in Nigeria [1], Tunisia [2], Ethiopia [7, 20, 25], Kenya [8, 24], and Guinea 
[21] that suggests mistreatment of women during childbirth as an important public health and 
human rights issue. Our study, together with evidence from previous research within Africa, 
gives an indication of the factors that may be contributing to mistreatment of women during 
childbirth. We think the widespread nature of the phenomena of mistreatment of women 
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thus far in many countries in Africa has clear implications for midwifery and future research. 
First, we think our findings provide a basis for large-scale further quantitative and qualitative 
studies in different contexts in Ghana and in other African countries to estimate the prevalence 
and forms of mistreatment of women during childbirth, identify important determinants, and 
explore detailed contextual, structural and personal level explanatory factors as well as rel-
evant remedial policy options and interventions. Second, and beyond this proposed research 
agenda, we think the time has come for this evidence to be taken up more seriously not just 
by individual countries like Ghana or health facilities like the Tema General Hospital, but also 
by midwifery training institutions and professional bodies in different African countries such 
as the Ghana College of Nurses and Midwives and the West African College of Nurses and 
Midwives. In addition to a need for critical self-reflection and professional re-orientation of 
the practice of contemporary nursing and midwifery care within these training institutions 
and professional organisations to uphold human rights and patient dignity, there should also 
be professional ethics training for midwives as part of both the core curriculum for train-
ing midwives and routine in-service or on-the-job training. This training could also include 
patient-centred care and interpersonal communication and relationships building.
Given that women who experience mistreatments from healthcare providers are less likely to 
go to the health facility again during future pregnancy and childbirth, our results also have 
specific practical implications for the Ghana Health Service more generally, and the Tema 
General Hospital more specifically. It is important that interventions are put in place to train 
service providers in patient-centred care and interpersonal communication and relationships 
so as to minimise mistreatment. Specifically, the Tema General Hospital, together with the 
Ghana Health Service (GHS), and the Ministry of Health (MoH) should strengthen education 
of both patients and healthcare providers on patients’ rights and responsibilities under the 
Patients’ Charter, and to establish reporting mechanisms in the hospital so that women who 
suffer unjust mistreatments during childbirth could feel free to report and be responded to 
appropriately. A sanctions regime, including temporary suspension and total dismissal from 
work, should also be considered in this regard to deter healthcare providers who unjusti-
fiably mistreat women. Before the above recommendations are implemented however, we 
recommend expansion in health infrastructure especially in urban areas as well as increasing 
the human resource base especially the number of midwives so as to reduce work overload 
and overwork. Finally, there is a need for both public and private sector health facilities that 
provide maternity care to women to liaise with the GHS and the MoH to ensure that the free 
maternal health benefit package under the NHIS is comprehensive and covers all women in 
order to eliminate all informal payments. Also, sanctions should be meted out to healthcare 
providers who charge unofficial fees. This could help reduce the phenomenon of maternity 
detention after birth, which contributes to mistreatment.
Acknowledgements
This manuscript was first drafted when the first author (JKG) was a Fellow at the Stellenbosch 
Institute for Advanced Study (STIAS), Stellenbosch University, South Africa. Writing space 
for the manuscript was graciously provided by STIAS. We are grateful for this support.
Selected Topics in Midwifery Care82
Conflict of interest
The authors declare that they have no conflict of interest.
Author details
John Kuumuori Ganle1,2* and Ebenezer Krampah1
*Address all correspondence to: jganle@ug.edu.gh
1 Department of Population, Family and Reproductive Health, School of Public Health, 
University of Ghana, Accra, Ghana
2 Stellenbosch Institute for Advanced Study, Stellenbosch University, South Africa
References
[1] Bohren AM, Vogel PJ, Tunçalp Ö, Fawole B, Titiloye AM, Olutayo OA, et al. “By slap-
ping their laps, the patient will know that you truly care for her”: A qualitative study on 
social norms and acceptability of the mistreatment of women during childbirth in Abuja, 
Nigeria. SSM-Population Health. 2016;2:640-655. DOI: 10.1016/j.ssmph.2016.07.003
[2] Amroussia N, Hernandez A, Vives-Cases C, Goicolea I. “Is the doctor god to punish 
me?!” An intersectional examination of disrespectful and abusive care during childbirth 
against single mothers in Tunisia. Reproductive Health. 2017;14(1):1-12. DOI: 10.1186/
s12978-017-0290-9
[3] Diamond-Smith N, Sudhinaraset M, Melo J, Murthy N. The relationship between wom-
en’s experiences of mistreatment at facilities during childbirth, types of support received 
and person providing the support in Lucknow, India. Midwifery. 2016;40:114-123. DOI: 
10.1016/j.midw.2016.06.014
[4] Moyer CA, Adongo PB, Aborigo RA, Hodgson A, Engmann CM. “They treat you like 
you are not a human being”: Maltreatment during labour and delivery in rural northern 
Ghana. Midwifery. 2014;30(2):262-268. DOI: 10.1016/j.midw.2013.05.006
[5] WHO. The Prevention and Elimination of Disrespect and Abuse during Facility-Based 
Childbirth. Geneva: World Health Organisation; 2015
[6] Cerón A, Ruano AL, Sánchez S, Chew AS, Díaz D, Hernández A, et al. Abuse and dis-
crimination towards indigenous people in public health care facilities: Experiences from 
rural Guatemala. International Journal for Equity in Health. 2016;15(1):1-7. DOI: 10.1186/
s12939-016-0367-z
[7] Asefa A, Bekele D. Status of respectful and non-abusive care during facility- based 
childbirth in a hospital and health centers in Addis Ababa, Ethiopia. Reprodroductive 
Mistreatment of Women in Health Facilities by Midwives during Childbirth in Ghana: Prevalence…
http://dx.doi.org/10.5772/intechopen.82432
83
Health. 2015;12(1):33. Available from: http://www.reproductive-health-journal.com/
content/12/1/33
[8] Abuya T, Warren CE, Miller N, Njuki R, Ndwiga C, Maranga A, et al. Exploring the preva-
lence of disrespect and abuse during childbirth in Kenya. PLoS One. 2015;10(4):e0123606. 
DOI: 10.1371/journal.pone.0123606
[9] Ishola F, Owolabi O, Filippi V. Disrespect and abuse of women during childbirth in 
Nigeria: A systematic review. PLoS One. 2017;12(3):e0174084. DOI: 10.1371/journal. 
pone.0174084
[10] McMahon SA, George AS, Chebet JJ, Mosha IH, Mpembeni RNM, Winch PJ. Experiences 
of and responses to disrespectful maternity care and abuse during childbirth; a qualita-
tive study with women and men in Morogoro Region, Tanzania. BMC Pregnancy and 
Childbirth. 2014;14(1):1-13. DOI: 10.1186/1471-2393-14-268
[11] Ganle JK, Parker M, Fitpatrick R, Otupiri E. A qualitative study of health system barriers 
to accessibility and utilization of maternal and newborn healthcare services in Ghana 
after user-fee abolition. BMC Pregnancy and Childbirth. 2014;14:425
[12] Ganle JK, Parker M, Fitpatrick R, Otupiri E. Addressing health system barriers to access 
to and use of skilled delivery services: Perspectives from Ghana. International Journal of 
Health Planning and Management. 2015;31(4):e235-e253. DOI: 10.1002/hpm.2291
[13] Bohren MA, Vogel JP, Hunter EC, Lutsiv O, Makh SK, Souza JP, et al. The mistreatment 
of women during childbirth in health facilities globally: A mixed-methods systematic 
review. PLoS Medicine. 2015;12(6):1-32. DOI: 10.1371/journal.pmed.1001847
[14] Ghana Statistical Service (GSS), Ghana Health Service (GHS), ICF. Ghana Maternal 
Health Survey 2017: Key Indicators Report. Accra, Ghana: GSS, GHS, and ICF; 2018
[15] Ganle JK, Parker M, Fitpatrick R, Otupiri E. Free maternity care and equity of access to 
maternal health services in Ghana: A descriptive study. International Journal for Equity 
in Health. 2014;13:89
[16] Witter S, Arhinful KD, Kusi A, Zakariah-Akoto S. The experiences of Ghana in imple-
menting a user fee exemption policy to provide free delivery care. Reproductive Health 
Matters. 2007;15(30):61-71
[17] Ghana Statistical Service. Ghana Population and Housing Census 2010. Accra: Ghana 
Statistical Service; 2012
[18] Ghana Health Service. Annual Health 2016. Accra: Ghana Health Service; 2016
[19] Cohrane WG. Sampling Technique. 3rd ed. New York: John Wiley & Sons; 1977
[20] Burrowes S, Holcombe SJ, Jara D, Carter D, Smith K. Midwives’ and patients’ perspec-
tive on disrespect and abuse during labour and delivery care in Ethiopia: A qualitative 
study. BMC Pregnancy and Childbirth. 2017;17:263. DOI: 10.1186/s12884-017-1442-1
[21] Balde MD, Diallo BA, Bangoura A, Sall O, Soumah AM, Vogel JP, et al. Perceptions 
and experiences of the mistreatment of women during childbirth in health facilities in 
Selected Topics in Midwifery Care84
Guinea: A qualitative study with women and service providers. Reproductive Health. 
2017;14(1):1-13. DOI: 10.1186/s12978-016-0266-1
[22] Bowser D, Hill K. Exploring Evidence for Disrespect and Abuse in Facility- Based 
Childbirth. Boston: USAID-Tract Project Harvard School Public Health; 2010. Available 
from: http://www.tractionproject.org/sites/default/files/Respectful_Care_at_Birth_9-20-
101_Final.pdf
[23] Freedman LP, Kruk ME. Disrespect and abuse of women in childbirth: Challenging the 
global quality and accountability agendas. The Lancet. 2014;384(9948):e42-e44. DOI: 
10.1016/S0140-6736(14)60859-X
[24] Warren CE, Njue R, Ndwiga C, Abuya T. Manifestations and drivers of mistreatment 
of women during childbirth in Kenya: Implications for measurement and develop-
ing interventions. BMC Pregnancy and Childbirth. 2017;17(1):1-14. DOI: 10.1186/
s12884-017-1288-6
[25] Kruk ME, Paczkowski MM, Tegegn A, et al. Women’s preferences for obstetric care in 
rural Ethiopia: A population-based discrete choice experiment in a region with low rates 
of facility delivery. Journal of Epidemiology and Community Health. 2010;64:984-988
[26] Ratcliffe HL, Sando D, Mwanyika-Sando M, Chalamilla G, Langer A, McDonald KP. 
Applying a participatory approach to the promotion of a culture of respect during child-
birth. Reproductive Health. 2016;13(1):1-7. DOI: 10.1186/s12978-016-0186-0
Mistreatment of Women in Health Facilities by Midwives during Childbirth in Ghana: Prevalence…
http://dx.doi.org/10.5772/intechopen.82432
85

